5. No.300

v. 1048

\Y

1

WRITE PLAINLY~USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

-

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

. _3_1_8_ PRIMARY REG. DIST. NO. mg_ Kegistrar's No., ._1!.?9.5().-..-...

FAILED FEB 23 1949

'@IRTH NO. REG. DIST. .NO

().I_D' f

State File No..,....: .....................

1. PLACE OF DEATH Z USUAL RESIDENCE (Where deoeassd lived, If 1 atence before
Ca. A thinised
a. COUNTY a. STATE MlSSO'I.lPl b. COUNTY aj oal.

b, CITY (1 outstds corpurate limits, write RURAL sod give c. LENGTH OF

€. CITY (If outaide oorporate limits, write RURAL and give townahip)

77

OR - wnahip) | STAY (ln this place)
own  St.louis }‘) TOWN St.Louis
d. FHéSLPFPT.E OF (If not ia hospital or institution, ive -!-r-nt address or location) d.AsDr[;‘REEETSS (I tural, lh-
wstotion SteLouis City Hospital S I & y‘;——d—“—%—— J
3. NAME OF B. (First) b. (Middle) c. {Last)
DECEASED  my Fol 4 4. DATE (Month) ‘D“’ n‘
{ Type or Print) omas n oley , DEATH 2 9
5, SEX 6, COLOR OR RACE | 7. #FDF&%ED E&'ggcrégﬂml-:o ,~A=| 8, DATE OF BIRTH 9.:.?E {Io rours ; m ' rm F UNDER U HES,
. (Bpacit M" 6iguu o Duys | Bour | Min
MaleoO | White - et 2 |0t o6 18827 l |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Bute or foreign ocuntry) 12, CITIZEN OF WHAT
ring most of working [ife, sven if retired) DUSTRY ma COUNTRY?
own a
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
i William Foley Anna Dowling Unknown
IS. WAS DECEASED EVER IN U,5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
(Yes. no, or voknown} | (If yes. give war or dates of service) NO.
Unk, Unknown ‘City Hospital Records, St,.Louis City Hospi
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL
. Enter only onecausoper | |. DISEASE OR CONDITION _ ONSET AND DEATH
\ime for (8), (b), and (¢ | DIRECTLY LEADING TO DEATH® ()
a
«This dors not mean | ANTECEDENT CAUSES é ¢t /
the mode of diing, such | Afordid eonditions, if any, gising DUE TO (b} .3 v
as heart foflure, asthenia, | Tite {0 the above cause (a) fating P f
ete. It megna the dia- the underlying cauae laal. . M
eate, infury, or tomplica- DUE TO (c) £ ‘*{ =
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS s _
Conditions contributing o the death but not ? \%
related to the disease or condition cousing deafd. i f\
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF QPERATION % & 20. AUTOPSY?
TION
) . 3 ves (] wo [}
21a. ACCIDENT (Boacity} 21b. PLACEOF INJURY (s.g.inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm. fastory.sirest, offive bldy. e1a.)
BOMICIDE - . o !
21d. TIME . (Mooth) (Day) (Year) -(Hpun | Zle, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
: - - | wHLEAT NOT WHILE
INJURY m. | “work AT WORK

=

=

22 I hereby cerhfy thu! I attended the deceased from

, 19 , lo , 18 , that T l;at saw the deceased

- alive

, 19____, and thal death occurred al __‘_5.§£m from the causes and on the date staied above.

2. SIG RE (D

23p. ADDRESS

e

T BURITAL. CREMA- | 24b. DATI 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or connty) (St‘.nte) A
y) - . - H
ﬁemov 2-4.19 Milwaukee ,Wisconsin
G FUNERAL Dl ﬂ CTOR" S 81 +ADD
CATEBCR oY v ‘G“g:; ! “Zoe Libert H Hoppe, B8 Washiftyton Blvd.

lelﬁ 5

1 Erbal

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ... —

Signed....... eeriieesnesennn Wsistesaesntianenn Licenzed Efnba
Student Embalimer

P. O AddrP“ ,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.

-
.

WRITING (Fazlu.re to comply with




